Correlation has been established between the size of the main pulmonary arteries, as seen on the postero-anterior radiograph, and the pulmonary artery pressure. In this study the distance between the bifurcations of the right and left pulmonary arteries, referred to as the transpulmonary artery distance (TPD), has been used as a measure of the size of these vessels. In 293 patients with simple pneumoconiosis TPD was significantly correlated with height but not with stem-height, age, weight or forced expiratory volume. The mean TPD of patients with simple pneumoconiosis with or without chronic bronchitis was similar. Among 367 patients with complicated pneumoconiosis those with early fibrosis (A shadows) had a mean TPD similar to that found in simple pneumoconiosis, but those patients with extensive fibrosis (B or C shadows) had significantly greater values. The pathological changes of pulmonary hypertension in complicated pneumoconiosis are reflected in these measurements.
Correlation between the size of the main pulmonary artery (as seen on the postero-anterior chest radiograph) and pulmonary artery pressure was reported by Moore et al. (1959) , in which study the distance to the border of the main artery from the centre line of the chest was expressed as a ratio of the hemithorax diameter. Also using this measurement, Milne (1963) was able to predict pulmonary arterial pressures recorded at catheterization in patients with mitral stenosis: depending on its level, he was able to foretell within 10 mmHg the pressure directly observed in 68% to 76% of patients. Hicken, Green, and Bishop (1968) obtained a high correlation between the transpulmonary artery distance (the distance between the bifurcations of the right and left main pulmonary arteries) and the pulmonary artery pressure in patients with chronic bronchitis.
Transpulmonary artery distance (TPD) was measured in chest radiographs (Fig. 1 ) of men with coal workers' pneumoconiosis in the present investigation. Patients with simple pneumoconiosis (391) were divided into those with and those without chronic bronchitis, the definition of the latter for this purpose being that of non-specific chronic lung disease (Ciba Guest Symposium, 1959 (Fig. 2) . To avoid these sources of error only radiographically excellent films in which hilar structures were clearly evident were used in the investigation. The TPD was also measured in the last available film of 155 men with complicated pneumoconiosis who had died during the years 1967-70 and in whom the pneumoconiosis had been considered to be a material factor in causing death. In such patients, as well as in pathologists' necropsy reports, the descriptions of the hearts and lungs by the pneumoconiosis boards were available. In all these patients macroscopic examination of the perfused lungs had revealed centrilobular or panlobular emphysema as well as massive fibrosis. Taking 5 mm as the maximum normal thickness of the outflow tract, about half of them had right ventricular hypertrophy.
In the patients with simple pneumoconiosis without bronchitis correlation coefficients (r) were calculated between TPD and the following variables-height, stem-height, weight, age, and forced expiratory volume in one second (FEV1) expressed as a percentage of the expected value; in patients with simple pneumoconiosis with bronchitis that between TPD and FEV1 was calculated. The only significant correlation found was that between TPD and height (r=0-27, SD=0-0585).
In Table I , the simple pneumoconiosis patients are grouped into those with and those without bronchitis. The non-smokers of the latter are a third group. The mean values and standard deviations of TPD and of height are shown for the three groups. There are no significant differences between any of the means. coniosis. In the living patients, the group with C shadows has a mean TPD significantly greater than that in the group with B shadows, which in the latter is significantly greater than in the group with A shadows, the differences being respectively 3-5 and 5-5 times the standard errors. The mean value in the patients with A shadows is not significantly different from those in the groups with simple pneumoconiosis in (190) whom complicated pneumoconiosis was a material factor in causing death are also grouped in (Ferris and Stoudt, 1971 ). Hicken and his colleagues found no correlation of TPD with total lung capacity and we found none with forced expiratory volume. The mean TPD in the normal subjects reported by these authors (8-76 cm, SD 0-81 cm) is lower than that in our simple pneumoconiosis patients, but the age and sex distribution of the two groups is considerably different. Their chronic bronchitis group, however, with a similar age and sex distribution, has a TPD value (10-26 cm, SD 1-08 cm) closely similar to that in the groups in Table I .
The shorter stature found in the patients with pneumoconiosis and massive fibrosis has been evident in other investigations (Gilson and HughJones, 1955; Cochrane, 1962) . Since it is positively correlated with height the real increase in TPD in the patients with B and C radiographic shadows may well be more than that indicated in Table II .
The increased TPD found with advanced massive fibrosis reflects the pulmonary hypertension which is present in such patients (Thomas, 1951; James and Thomas, 1956; Gough, 1965) . Massive fibrosis is accompanied by severe obliterative and destructive changes in large and small pulmonary vessels: in simple pneumoconiosis vascular changes are slight (Gough, 1953; Wells, 1954) . Harvey and Ferrer (1960) found emphysema to be a constant concomitant of complicated pneumoconiosis and considered that anoxia, as well as anatomical lesions, contributed in varying proportion to the production of cor pulmonale. In simple pneumoconiosis raised pulmonary artery pressure is rarely detected (Lapp et al., 1971) and right ventricular hypertrophy is not a feature (Gilson and HughJones, 1955; Gough, 1965; Reid, 1967) : mean TPD in such cases would be expected to lie within the range of normality.
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